
Letters to the Editor

Indian Journal of Dermatology, Venereology, and Leprology | July-August 2015 | Vol 81 | Issue 4420

Both lesions can occur on the scalp, in elderly patients, 
can acquire a grotesque appearance and can ulcerate. 
A clinically helpful clue to the presence of the latter 
is the concomitant presence of single or multiple 
indolent trichilemmal cysts in the vicinity of the lesion, 
from which the former is often seen to arise.[3] These 
were also seen in our case. Histologically, presence 
of trichilemmal keratinization, lack of anaplasia, 
presence of a non-infiltrative palisaded border, and 
absence of a premalignant epidermal lesion distinguish 
it from squamous cell carcinoma. Proliferating 
trichilemmal cysts show immunohistochemical 
staining for AE13 and AE14 antibodies directed at 
pilar-type keratin 1 and 5 polypeptides, respectively, 
while squamous cell carcinomas do not stain for these 
markers.[4]

These lesions have been categorized into 
Group I (benign), Group II (low-grade malignant), 
and Group III (high-grade malignant), depending 
on the presence of local infiltration and cytologic 
grade.[4,5] Applying this classification, the present 
case belongs to Group I. Benign lesions are 
cosmetic problems and need resection to establish 
benignity. Borderline lesions may recur and 
require wide excision and follow-up. Malignant 
lesions metastasize in about 25% cases and may 
fare worse than squamous cell carcinoma of the 
skin. Wide margin clearance and long-term clinical 
surveillance are mandatory.[4]

Proliferating trichilemmal cysts are rare enigmatic 
lesions masquerading clinically as squamous cell 
carcinoma. Their correct recognition has an impact 
on treatment, outcome, and prognosis[2,4,5] and can 
prevent a therapeutic misadventure.
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Granular cell basal cell Granular cell basal cell 
carcinoma: A rare variant carcinoma: A rare variant 

Sir,
Basal cell carcinoma has numerous clinical and 
histological variants where differences in the local 
aggressiveness, but not in the overall prognosis and 
survival, may be evident. Rare histopathological 
variants include, for example, clear cell basal cell 
carcinoma, basal cell carcinoma with hyaline 
inclusions, basal cell carcinoma with giant or monster 
cells (pleomorphic basal cell carcinoma), as well as 
basal cell carcinomas with adamantinoid, schwannoid, 
neuroendocrine, and myoepithelial differentiation.[1] 
The least common variant is granular cell basal cell 
carcinoma. We were able to find only 12 reports of 
this variant, one of which was also from the Czech 
Republic.[2-13]

A 50-year-old woman presented with a slowly 
growing nodule on the right ear lobe. The nodule 
slowly progressed for about 3 years and since 
there was recurrent minor bleeding, she sought 
specialized care. The clinical examination revealed 
a typical picture of nodular basal cell carcinoma 
5 mm in diameter [Figure 1]. The patient underwent 
surgical excision of the tumor with subsequent 
conventional histopathological analysis. For 
immunohistochemical analysis, cytokeratin 
antibodies (anti-cytokeratin cocktail, AE1 and 
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Figure 1: Firm nodule on the ear

AE3; BioGenex), S-100 protein (Polyclonal Rabbit 
Anti-S 100; Dakocytomation), and neuron-specific 
enolase (NSE) (Anti-human NSE, Clone BBS/NC/
VI-H14; Dakocytomation) were used. EnVision™ + 
Dual Link Kit (Dako) was used for visualization, with 
diaminobenzidine as the chromogen.

Microscopic findings showed a superficially ulcerated 
tumor containing solid deposits of polygonal cells 
with voluminous cytoplasm filled with eosinophilic 
granules [Figure 2]. The periphery of the solid deposits 
was lined with palisades of low columnar basophilic 
cells [Figures 3 and 4]. Mitoses were present and 
dispersed. Solar keratosis was seen in proximity to 
the tumor. Immunohistochemistry of the tumor cells 
revealed cytokeratin expression [Figure 5]. S-100 
protein and neuron specific enolase (NSE) were 
negative. The patient was followed up for several 
years with no local recurrence of the tumor.

Granular cell basal cell carcinoma is an extremely 
rare histological variant that was first described in 
1979.[2] In all the reported cases to date, only a solitary 
lesion has been described with one exception where 
multiple lesions were seen.[13] Due to the small number 
of observed cases, epidemiologic and prognostic 
data evaluation is only tentative; however, Kanitakis 
and Chouvet attempted to do so in their study.[11] In 
the reported cases, including our case, the clinical 
picture, course and incidence of most granular cell 
basal cell carcinomas on the sun-exposed areas were 
no different from common basal cell carcinoma. 
The majority of granular cell basal cell carcinomas 
developed on the face and in the remaining cases on 
the chest.

Granular cell basal cell carcinoma does not require 
a different therapeutic approach than is used in 
usual variants of basal cell carcinoma. Nevertheless, 
the correct diagnosis is important because the 
granular cells may also be present in other tumors. 
The histological picture is characteristic with the 
formation of solid deposits of granular cells; the 
periphery is lined with cylindrical basophilic cells, as 
is typical for other variants of basal cell carcinoma. 
Positive expression of cytokeratin clearly confirms the 
epithelial origin.[1,5,11,12]

Due to a partial convergence of some microscopic 
features, it is necessary to distinguish a granular cell 
tumor whose cells do not express cytokeratin but 

Figure 2: Granular cells (H and E, 400×) 

Figure 3: Solid granular cell structures with segments of cellular 
palisades on the periphery (H and E, 100×)

express S-100 protein and neuron specific enolase.[1] 
In broadening the differential diagnosis, one could 
also consider leiomyosarcoma and angiosarcoma, 
which are characterized by the expression of muscle 
and endothelial markers, respectively. Granular cell 
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Figure 4: Solid granular cell structures with segments of cellular 
palisades on the periphery (H and E, 200×)

Figure 5: Cytokeratin expression AE1/AE3 (100×)

ameloblastoma with its typical localization does not 
represent a diagnostic problem.[1,11]

Immunohistochemical studies performed to clarify the 
origin of cytoplasmic granules in granular cell basal cell 
carcinoma and in other granular cell tumors suggest 
their lysosomal genesis, probably due to degenerative 
cellular processes.[7,11] Electron microscopic findings 
confirm this hypothesis.
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Breast carcinoma arising in Breast carcinoma arising in 
ectopic breast tissue presenting ectopic breast tissue presenting 
as an enlarging axillary noduleas an enlarging axillary nodule

Sir,
A 37-year-old Asian American woman with systemic 
lupus erythematosus and type IV lupus nephritis 
on mycophenolate mofetil, hydroxychloroquine 
and prednisone presented to the department of 
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